BACKGROUND: Though many patients and physicians believe that they should discuss out-of-pocket costs, research suggests that they infrequently do.
A bout 20% of U.S. health care costs are paid by patients out-of-pocket. 1 During the past 3 decades these costs have grown more than 8-fold from $25.1 billion in 1970 to more than $205 billion in 2001. 2 High out-of-pocket costs are a persistent concern among the public. 3 Furthermore, these costs are associated with medication nonadherence and may impede physicians' efforts to provide quality care. [4] [5] [6] Previously, we examined the beliefs and experiences of a group of general internists and their patients regarding the discussion of out-of-pocket costs. 7 We found that one third of patients reported a burden from these costs. In addition, 63% of patients reported a desire to discuss these costs and 79% of physicians believed that patients in general want to discuss out-of-pocket costs. By contrast, only 35% of physicians and 15% of patients reported ever having discussed the study patients' out-of-pocket costs. In this article, we describe the reported barriers to discussing outof-pocket costs among the subset of patients and physicians who recalled a specific instance when they wanted to discuss out-of-pocket costs but did not do so.
METHODS

Study Design and Subjects
Details of our study design have been described previously. 7 We recruited 3 large academic and 18 smaller community general internal medicine practices in a large midwestern metropolitan area. Potential participants were told the general goal of the study, "to learn about factors doctors and patients consider as they make medical decisions," but were not prospectively told the specific study aims. Trained interviewers attended a morning or afternoon session of each participating physician's practice and invited consecutive patients to complete a short verbal questionnaire after their visit. At the end of the half-day, each participating physician completed a written questionnaire. We included all patients 18 years or older and excluded patients who did not speak English or who were cognitively impaired. The institutional review boards at each participating academic site approved the study protocol and strict measures were undertaken to preserve participant confidentiality.
Surveys
Based on pilot interviews with physicians, we developed patient and physician questionnaires (available upon request) to examine their beliefs and practices regarding discussions of out-of-pocket costs. Both patient and physician surveys included an item examining whether there had ever been a specific time when they wanted to discuss out-of-pocket costs (with any physician/patient on any visit) but did not do so. The surveys included an open-ended question requesting respondents who answered affirmatively to state the reasons why they did not discuss out-of-pocket costs when they wished to do so. Because this query was based on actual recollection of a prior clinical experience rather than on more general beliefs or preferences, the overall proportion of study subjects reporting barriers was smaller than that reporting a preference to discuss out-of-pocket costs. Surveys also included three items examining whether patients were burdened by out-of-pocket costs. Patients were considered to be burdened if they reported cost-related medication nonadherence during the previous 12 months, problems paying medical bills, or agreed or strongly agreed that they had a subjective burden from their out-of-pocket costs. Surveys were extensively piloted and revised prior to administration from March through November 2002.
Analysis
We used descriptive statistics to examine our primary outcome variable which was defined as the proportion of patients and physicians who recalled a specific time when they wanted to discuss out-of-pocket costs but did not do so. We then examined the bivariate and multivariate associations between patient (age, gender, race, education, selfreported health, number of comorbid conditions, number of prescription medicines, self-reported burden, presence of prescription coverage, length of relationship with physician, number of physician visits in previous 6 months), physician (gender, length since graduation), and practice (academic vs community) characteristics and this outcome variable. In the regression model, we included predictor variables that were of borderline significance on bivariate analysis (P < .10), contained key sociodemographic information, or in which we had a substantive interest. We excluded two predictor variables (number of comorbid conditions and self-reported health) due to covariance with number of prescription medicines (r = .43 to .65; P < .0001). Because our primary outcome was common (>10%), we derived prevalence (risk) ratios (PRs) from the odds ratios (ORs) to better estimate the true associations between our predictor variables and the outcome variable of interest. 8 Respondents' self-reported barriers to discussing costs were then transcribed verbatim and initially examined and categorized into themes by one of the investigators (GCA). These categories were then reviewed and revised for clarity and breadth. Three investigators then independently coded each of the responses (GCA, DM, and LPC). Disagreement between coders about the coding of any of the responses was resolved by consensus among these members of the research team.
RESULTS
Recruitment and Subject Characteristics
Approximately 80% of patients approached participated in the study. Among the 484 participating patients, the mean age was 54 years (range 18 to 94), 64% were female, 42% were African American, 68% had private or employer-purchased insurance, and 90% had at least partial prescription drug coverage (Table 1) . Only 1 patient was uninsured. Of the 133 participating physicians, the median length in practice was 8 years (range 1 to 55), 55% were male, and 55% worked in an academic setting.
Characteristics of Participants Reporting Barriers to Discussions
Overall, 54 (11%) of 484 patients and 27 (20%) of 133 general internists were able to recall a specific instance when they wanted to discuss out-of-pocket costs but did not do so. In bivariate analyses, patients who reported missed opportunities to discuss out-of-pocket costs were more likely to be burdened by their out-of-pocket costs (80% vs 20%; P < .001), nonwhite (16% vs 5%; P < .001), and without a college education (24% vs 8%; P < .01). However, there were no statistically significant associations between physician or practice characteristics examined (e.g., gender, length since graduation, academic vs community practice) and patients' reports of wanting to discuss outof-pocket costs but not doing so. In multivariate analysis controlling for patient age, gender, race, education, number of medicines, and global burden from out-of-pocket costs, patients who were burdened by their out-of-pocket costs (PR, 7.21; 95% confidence interval [CI], 4.13 to 11.55) and nonwhite (PR, 2.10; CI, 1.23 to 3.18) were more likely to recall a specific time when they wanted to discuss out-ofpocket costs but did not do so than were their counterparts. There were no significant associations between physician gender, length since graduation, or practice location (community vs academic practice) and physicians' likelihood of recalling a time when they wanted to discuss out-of-pocket costs but did not do so. Table 2 includes the barriers identified by patients and physicians, as well as illustrative quotes taken verbatim from respondents' comments. Patients reported a broad range of barriers to discussing out-of-pocket costs with their physician. These barriers included their own discomfort discussing out-of-pocket costs (19%), insufficient time (13%), a belief that the physician did not have a viable solution to offer (11%), and concerns regarding the impact of discussions on their quality of care (9%). Among physicians, the most common barriers reported were insufficient time (67%), a belief that they did not have a solution to offer (19%), discomfort (11%), and fear of compromised quality of care (8%).
Barriers to Discussions
DISCUSSION
In this study, 1 in 10 patients and 1 in 5 physicians recalled a specific instance when they wanted to discuss out-of-pocket costs but did not do so. Previous research suggests that even among patients and physicians who believe that discussions of out-of-pocket costs are important, these discussions occur infrequently. 7 Poor physician knowledge of prescription costs may be one reason for this finding. 9, 10 Our research suggests additional barriers that may prevent greater communication about out-of-pocket costs and it provides insight from both patients' and physicians' perspectives. It suggests that interventions to promote communication between patients and physicians about out-of-pocket costs should focus on barriers perceived by both parties, including patient and physician discomfort, the perceived absence of viable solutions, and insufficient time.
Discomfort
There are several reasons why both patients and physicians may be uncomfortable discussing out-of-pocket costs. Physicians receive little, if any, training in how to help patients navigate the cost-quality trade-offs that are so prevalent in clinical medicine. 11 Patients, on the other hand, may be embarrassed about discussing their personal finances with their physician and may not be sure if doing so is common or appropriate. In addition, some patients and physicians expressed concern regarding how considerations of cost might compromise the quality of care patients receive. Although we did not examine the basis for these concerns in detail, possible contributors include misconceptions about differences between brand name and generic drugs, a belief that more expensive treatments are always of higher quality than less expensive ones, and decreased social trust that health care institutions have patients' best interests in mind. Because discussing outof-pocket costs may cause discomfort or be a sensitive topic for some, physicians may be best able to raise the discussion if they do so regularly and preface any questions with a statement to help decrease the likelihood of patients denying any burden from their costs due to their own embarrassment or shame. Possible language physicians may use to broach the subject includes: "Many patients have a hard time affording the cost of their medicines.... Do you have any problem with this?" or "By the way, I know that medications can be expensive.... How are you doing with the cost of your medications?"
Absence of Viable Solutions
Although we examined out-of-pocket costs for all types of health care, we included several items focusing specifically on out-of-pocket prescription costs. We focused on these costs because they account for almost half of overall expenditures for prescription medicines, affect a large sector of the population, and are the focus of ongoing debates regarding a national Medicare prescription drug benefit. 1, 12 Furthermore, research suggests that high out-of-pocket costs for prescription medicines may compromise patients' care. [4] [5] [6] As depicted in Table 3 , a variety of methods have been suggested to physicians as a means to reduce patients' out-of-pocket prescription costs. [13] [14] [15] [16] [17] Nevertheless, a considerable proportion of both patients and physicians felt that physicians cannot offer a viable solution to patients' burden. Further work is needed to establish how effective the interventions described in Table 3 can be in reducing patients' out-of-pocket costs without compromising their quality of care.
Insufficient Time
Not surprisingly, many physicians mentioned time pressures as the primary barrier preventing discussions regarding out-of-pocket costs. One strategy to promote communication about out-of-pocket costs is to educate physicians to identify patients who have experienced cost-related medication nonadherence or are otherwise burdened from their out-of-pocket costs. 4 However, predictors of cost-related medication nonadherence have been developed at a population level and it is unknown how effectively physicians can identify individual patients burdened by their out-of-pocket costs. An alternative, and potentially complementary, strategy to promote patientphysician communication about out-of-pocket costs is to encourage patients to raise their concerns when present. A widespread campaign conducted by the American Association of Retired Persons (AARP) utilized national media to promote such dialog 18 ; however, the effectiveness of this campaign as well as social marketing techniques on a physician or practice level have not been established. Regardless of whether physicians, patients, or both are targeted, efforts to encourage communication about costs may be most effective and actionable at the point of test or treatment ordering, such as when the physician is writing or renewing a prescription. Furthermore, nonphysician members of the medical team, including nurses, social workers, and pharmacists, may be important allies in efforts to assist patients burdened by high out-of-pocket costs. 17 
Limitations
Our study had several limitations. First, we examined a group of general internists and their patients in one metropolitan area of the country, and our examination of barriers was limited to the subset of patients and physicians able to recall a specific instance when they wanted to discuss out-of-pocket costs but did not do so. Second, our findings are based on self-report and it is possible that one barrier may be perceived as more important than it actually is (e.g., insufficient time being reported as a proxy for discomfort with the issue). Finally, although we identified several common barriers to patient-physician discussion about out-ofpocket costs, our cross-sectional study design is unable to discern the impact that overcoming these barriers may have on patient satisfaction, health care utilization, or outcomes.
CONCLUSION
Rising out-of-pocket costs, combined with evidence that for some patients these costs may compromise quality of care, challenge patients and physicians to discuss these costs and the cost-quality trade-offs that they necessitate.
Efforts to promote such communication should focus on brief, actionable alternatives that physicians can undertake to advocate maximally on their patients' behalf. Further work is needed to examine the impact of more frequent 13 -17 Switch from brand name to generic drug Switch to a cheaper brand name drug within the same drug class Switch from nonformulary to formulary drug Critically review medication list and consider selective discontinuation of nonessential drugs Prescribe a higher dose of the medicine and ask the patient to split the pills Refer patient to a pharmaceutical company assistance program Refer patient to a public aid agency or social worker Give the patient office samples Recommend the use of an over-the-counter medicine as a substitute patient-physician communication about out-of-pocket costs. It is plausible that such discussions may lead physicians to critically review patients' medications and identify medicines that can be safely discontinued or changed. Furthermore, independent of changes in patients' prescriptions, such discussions may enhance patient satisfaction, improve adherence, and fortify the physician-patient relationship. These changes could plausibly improve quality and lower costs of care.
